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The Adult Care Licensure Section conducted an
annual and follow up survey on October 13 and
14, 2021.

D 318 10A NCAC 13F .0005(a)(b} Activities Program ' 0315

10A NCAC 13F .0805 Activilies Program

(a) Each adukk care home shall develop &
program of activitizs designed to promote the
residents’ active involvement with each other,
thelr families, and the commuinity.

{b) The program shall be designed !o promote
active involvement by all residents but is not {o
require any individuat to participate in any activity
against his will. If there Is a question about a
resident's abilily to participate in an activity, the
resident's physlician shall be consulted 1o obtain a
statement regarding the resident’s capabilities.

This Rule is not met as evidenced by:

Based on observations, interviews, and record . \
reviews the facility failed o ensure activities were 1D ‘\ﬁp\\
provided to promote active involvement by alf
residents. 10/15/2021 Administrator angd

Activity Director reviewed current

The findings are: Calendar activities and made changes
Review of the activity calendar fo Cctober 2021 to ensure activities comply
revealed: with stave regulations.
-Mormn% %ooffee was scheduled for 31 out of 31 Administrator/Designee
days at am ; 7
~Dx1ers club was scheduled for 31 out cn‘ 31 days Wl reylew Ealendar monthly/as needed
at 11:30am. for resident participation to ensure
all activities are designed to
Revie;.v;f the activity calendar for 10/13/21 promote active involvement with residents,
revealed:
-Moming coffee was scheduled at 8:30am. ia_nji'fs ‘a_nd Commumty
-Exsrcise was scheduled for 9'15am. T T e e
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-Fancy nails was schedulsd for 1&:00am.
-Therapy was schaduled for 1:00pm.

-0nE on one ang bali toss was scheduled for
! 2:30pm.

] Otservation of the facifity on 10/13/21 at 8:30am
| reveaiee:

| -Some residents were in tha dining room for

I Creakfast

' -Some residents were ined Up in the hallways,
-There were no actvities offered.

Observation of the activity/lelevision room on
10/13/21 at 8:13am revealed:

| -There were 16 resldants in the ‘eisvision room,
-Ng activities were ofared.

Cbservation of the activityftelevision room and
haliways on 10/13/21 at 10:00am revealed:
-There wers severzl residents in the
aciivityftelevision room,

-There were resicerts in the hatlwzays,

-No activities were offered.

Qbservation of the faciity on 10713/21 2t “1:30am
revealad:

-Residents were iintag up for luneh in the

| haiways,

-No activities were sffereg.

! Qoservation of the faciiity on 10/13/21 at 2.00pm
i revegied:

i ~There were severa! residents in the hafways.

: -No activities ware afered.

’ intarview with the Activity Director on 10714721 at
I 11:33am revesied:

‘ -8he was responsible for compieling the activity
| calendar.

; i -She was responsible for providing all activities
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for the residenis.

-Exercise on 10/13/21 was provided outside in
the courtyard at 10:00z2m instead of §:15am.
-Ball toss scheculsd on 16/13/21 et 2:00pm was
mcorporated in exarcise at 10:00am outside In
the courtvard.

. -Fancy rafls was hot provided on 10/43/24.

-Dinars giub activity scheduled for 11:30am on
10/13/21 was when the residents had lunch,
-Therapy on 10713/21 at 1:00pm was when
residents particinated in provider orcerad
rehabilitative therapy.

1 -Moming coffee schaduled en 10/13/21 =t 8:00am
. was whan residents gathered for breakiast,

-She thought she could incorporate resident

- ordered therapy a3 & resident activity because the
| resicents wers actively perticipating.

~8Bhe thought she could incerperate resident
breakfast end lunch as a resident activity
Because all the rasidenis were grouped together

| anc sociaiizing at those times.

intenview with the former Administrator on
18/124/271 &t 5:50pm revealed she did not know
ihe AD was incluging breakfast, lunch, and
rehabliative therapy 2s & form of resident activity.

10A NCAC 13F .1004{z) Medication
Admiristration

D 1CANCAC 13F . 1004 Medication Administration

{a) An adult care home shall assure that the
preparation znd administration of medications,

i prescription and non-preserintion, and treatmants
! by staif are 'n accerdarce with:

(1} orders by a foenseg preseribing practitioner
which arg maintaired ir the resident's recerd: and
{2} rulss in this Section and the facility's policias

| 2nd procedures.

D313

D 358
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Thiz Rule is not met as evidenced oy
| Based on cbservations, interviews, and record
i raviews the facitity failed to gnsure medications
were administered as ordered by a
icensing/oresorioed praciitioner for 4 of 2
residents (#8) obsarved during the medicstion
oasses.

i The findings are:

| ¥ the observation of 3 errors oui of 25

| epportunities curing the 8:00am medication pass
. en 10/13/21 gnd 7:00am medication pass on
1014721,

l
' ’ The medication error rate was 12% as evidence
i

Review of Resident #8's current FL-2 dated
0dr07/21 reveaied diagnoses includad dizbetes
melitus, arthritis, and demanrtia,

i : Review o Resident #8's standing orders dateg

* 10/058/21 revealed there was an order to arush

‘ oral medicetions if net contraindicst

!

! Ozservation of the medicaticn cart on 16114721 at
| E:43pm revealed there was nof & do not crush

/ medication list on the 100-hall medicetion =128

& Review of Resident #5's current FL-2 dated

| G4/07/2° reveaied there was an order for
Hycrochlorathiazide (used treat hypartension and
fluid retention} 12.5mg one capsula daily.

| Review of Residen: #5's current physician's order
: sheet dated 10711721 revealed there was an order
or Hydrochlorothiazide 12.5mg cne capsile
daity.

i | Revisw of Resldent #6's October 2016 slectronic

Administrator/RCC notifled gharmacy

and PCP for medications

that cennct be crushed regarding
resident #6. One on one in-service was
done by Administrator on 10/14/2021
with all Medication Aides 1o ensure they
are aware of:

+ Proper hand hygiene when
dispensing medication

» Policies and procedures for
medications that cannot be
crushed(crush med list placed on
each med cart)

» Proceduresto foliow for residants
that have medications that need
to be crushed (to notify
RCC/Administrator with ali
medications who will contact
PCP for medication administration
guidance}

* Ensuring 3 checks are done along
with reading EMAR to properly
ensure alt medications are given properly

e oot henint & A
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i medication administration recors (aMAR)

| revealsq:

J -Thare was an aniry for Hydrochiorethlazige

i 12 5mg tzke one capsule daily to be administered
' af &:G0am.

| -There was documentation Hydrochiorothiexide
12.5mg was administersd af 8:00am at 10/13/21.

. Observation of the mecication aids (MA) on
10/13/21 from 9:1Sem - 8:35am revealed:

-The MA removed the Hydrochlorothiazide

| capsule from the bubbie pack and piaced it
madication cup with other medications,

-The MA poursd the medications containing the
Hydrechlorothiazide capsuis into a crush
envelspe,

-The MA crushed the Hycrochiorothizzide capsule
; with other medications.

-The Hydrochiorathiazice capsule broke apart
zrd the capsule did not crush.

-The MA mixed the Hydrochiorathiazide capsuie
in pudding and administared to Rasident #8.

. Interviaw with the MA on 10/13/24 from 12:00pm -
! 12:150m revealed:

-He always crushed Resident #8's

! Hydrochisrethiazida,

-He did net know capsuies ware not to be

; erushed.

-He had never received ecducation from the fagility
o rot crush capsules,

-There was no do not crush medication list on the
redication car.

-Hie hiad never seen a go not crush medication list
' since starling six years ago.

-He& had never been trained regarding co not

. erush medications.

-H2 was told when first hired Resigent #5
raguired all her madications crushed for
adminisiration. He did not know wha told him,

10/14/2021 Staff A was puiled

from medication cart and was net abile
to pass any medication unti! a validation

was dane by a LHPS nurse. A LHPS

medication administration validatlon
was done for staff A on 10/17/2021.
Medication administration course Was
done by a LHPS nurse on | 1/9/2021

with ail medicetion aides.

See attachment 1 & 2
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! D 258 ‘ Continued From page 5
: |

. -Resident #5's medications were cruzhed
becsuse she had difficulty swallowing.

-The medication administration process was to
read the eMAR for the resident name, ime, and
dose 1 be administered. He would not read
enything eise an ihe eMAR.

-The eMAR did not ceniain any ather information
cther than when 2 medication order had expirad.
-be would pull the medication bubble pack and
verify the resident name and time of
adminisiration on the pharmacy label, He would
net read anything else on the pharmacy lzbel.
-He would administer the mediation to the

J resldent after foliowing tose sieps.

" interview with the Administralor on 10713021 2t
12:38pm revealed:

-She did not expect the MA w0 crush a capsule,
-She expected the MA's to read the eMAR and
phamagy labels for specific instructions suen as
oo not erush.

-There was no do nct crush medication st on the
medicatior cart for MA's to refer to.

interview with Resident #8's Primary Care
Provider on 10/14/21 &t 2:35pm revealed:
-Hydrochicrothiazide was a diuretic and could
cause iow blood pressure.

-She did not expect capsules o be crushad.
-Capsules ware 1o be broken apart and the
mgdication sprinkied in pudding or appie sauce
for edministration.

- -She was not concemed Resideni 45 would have
' & nagative outcome from administering a crushed
Fycrochiorothiazide czpsuis o the resident.

|
J Refer to interview with the Administrater an
i TQ/M3421 at 12:38pm,

i | Basec on observations, interviews, and record

|
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04/07721 revesied thare was an order for
Nifedipire (used to treat Fyperiension} 30mg
Zxiended Release (ER]} ore tablet daily.

' B. Revisw of Resident #5's curent FL.2 dated
[

Review of Residant #6's current pitysician's order
sheat cated 10/11/21 revealed there was an order
for Nifedipine 30 mg ER one tabiet daily, do not

i crush,

| Review of Resident #8's Octeber 2016 eMAR
revenied:

-There wes an sniry for Nifedipine 30mg ER one
| tebist daily, do rot crush to be administered at

- 8:0Cam.

-There was documentation Nifedipine 30mg was
administered on 10/13/21 at 2:00am.

Ctservation of g medication aide (MA) on

; 10713121 from 2:15am - 9:352m revealsd:

I -The MA removed the Nifedipine ER tablet from

5 ' the bubble pack and blecad i medisation cup with
I

!

|

other medications,

-The MA poured the madicetions containing the

Nifedipine ER tablet intc 2 "crush” anvelopa.

-The MA crushad the Nifedipine ER tablef with

: other madications.
-The MAwes prompted to raview the do not orush
order in Resident #8's eMAR.

' -Tne MA dig not respond,

! -The MA mixed the Nifadipine SR tablet in

i r sldding end administered o Resident #6,

¢ Interview with the MA er 10/13/24 frem 12:00pm -
| 12:155m revealed:

' -rie did not ramarmber reading Resident #68's

[ Nifedipine's "de not crush” instructions on the

| Pharmacy label.

T i R S
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i
-He did not see the do not crush Nifedipine
mstnictions on Resident #5's eMAR during the

8.00am medication pass foday, 10/13/21.

i x . -He had always crushec Resitent #5's Nifedipine.
-There was na do not crush madication st on the
medication carl.

-He had never sean & do net srush medication list
since stariing six yesrs ago.

-He £ad never been trained regarding do not
crush medications.

-He was {oid when first hired Resident 5
required ail her megications crushed for

! administration. He did not know who told him,

i -Resident #8's medications wers crushed
because she had difficully swaliowing.

-Tra medication administration process was o

| read e eMAR for the resident name, time, and

' dose 10 e administerad. He would not read |
anything slse on ihe eMAR. ‘
-The eMAR dld not cantain any cther information
other than when a medication order had expirad.
-He wouid pull the medication bubbls pack and
verify the resident name and time of
administration on the phamacy lebel. He would
not read anything 2is= on the pharmacy labal.
-He would administer the medication to the
resident after following thoss steps.

- Interview with ths Acministrator on 10/13/21 at
i ¢ 12:38pm ravealsq: i
; -She expected he MA's {0 read the eMAR and ? i
i pramacy labais for specific instructions such as i
G0 not crush.

! -There was no ¢o not crush medication list an the
medication ¢art for MA's ‘o refsr to.

i Telephone interview with Resicent £'s Primary
Care Provider (PCF) on 10/13/21 at 2:430m

| revegiag:

. -Nifedipine was no! {o be crushed because it was
biv&sion of Heaith Service Regulatien
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- Continued Fram page 3

| an =R medication.
i -Crushing Nifediping would cause Resident &5 to
receive ail the medication at oncs instead of
gradually over z peariod.
-Administering crushed Nifediping ER io Resident
#6 could cause the residant's blood pressure 1o
lower suddenly causing svncope.
-Shes did.not think Residant #6 wouid experience
syncope bacause her bload pressure was
: normally high.

-8he has orcered blood pressure checks twice
- cally for two weeks for Residen! #8 o monitor her
for iow blocd pressurs,

Refer to interview with the Administrator on
321 &t 12:36om.

Based on observalions, inlerviews, and recerd
! reviews Resident #5 was net interviewable.

¢. Review of Resident #6's current physician’s
ordar sheet dated 10/11/21 ravesied there was an
creer for Tylenc! {used to treat pain) 650mg thres
times daily (TID).

i Cbserveiion of the meadication catt for 100-hall on
10714121 at 2:40pm revealad there was
approximately 100 tablats of Tvlenol 325mg of
house stock on the can.

. Review cf Resident #8's October 2016 eMAR

; reveaied;

| ~There was &~ eniry for Tylenel 325mg teke two
biels (650mg) TID at 8:00am, 2:00pm, and

; 8:0Com.

i -There was documeniation Tylenol 650mg was
! zdmiristared on 10M13/21 2t B:00=m.

I Qbservation of the medication aide {MA) on
10/13/21 from 8:152m - 9:35am revealed the MA
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|
|

! tegay, 10/13/21.

| trderad.

L

did not administer Tylencl §50mg to Resident #6,

Interview with the MA on 10/13/31 2t 9:35zm
. Tevaeied he had administered sit 7:00sm and
! 8:00am medications 1o Residant #6 that were due

Sscond jrterview with the MA on 10/13/21 from
12:00pm - 12:15pm revealed he did not think he
edministered Tylenol to Resident #6 during the

8:00am medication pass today, 10/13/21.

| ; ~There was no reasor why.

interview with the Acministretor on 10713/21 8¢
12:36pm revezied:

-&he expected Resident #8's Tylanoi to have
been administered per orcer,

-She dig no! expect a medication o be
documented In the eMAR as administered ¥ nat.
-She expected three chacks to be performed
when administering medications to ensure there
were ne medication errors made.

-Shs expected the MA io have compared the
eMAR to the pharmacy label, compared the
rharmacy labei to the eMAR then pop the
madication from the bubble pack, administared
the medicafions o the resident, then comparad
the pharmacy abel to the eMAR when returning
the bubble packs 1 the medication cart drawer,

Telephane inierview with Resident #'s PCP on
P10113/21 8t 2:45pm ravealec;
+ ~She expected Tyleno to be administered as ‘

-Tylenol wes ordered for Resident #6 to treat mild
shoulder and neck pain,

‘ -She was not concsrmed with Resident #5

| missing one dose of Tylenol,

| Refer to interview with the Administrater on
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) 10/13/21 at 12:380m .
; ! i
! Based on observations, interviaws, and record ~——\m \&ﬂf‘ﬁjﬁ

| reviews Resident #8 wes not interviewabla. Administrator/Designee will do a medication
med pass review once 3 month with each

ef

|
’ Merview with the Administrator on 10/13/21 at

| 12:38pm ravezled:; Medication Aid to ensure they are properly
-8he axpested three chacks i be performed administering medications according to
when administering medications o ensure there policies and procedures x3 znd then guarteriy

were no mediczstion arrsrs made.
-She expectad the MAto have compared the ‘
eMAR to the pharmacy !abel, compared the [ i
phamacy isbel to the eMAR then removed the [
; Mmedizatien from the bubble pack, administered
“ the madications o the resident, then compared I
the pharmacy f2be! to the eMAR when retumning
i the bubble pecks (o the medication cart drawer.

‘ B 812 10A NCAC 137 .1801 (¢) Infection Prevention & Deiz
; i Contro Program {iamp)

10A NCAC 13F 1801 INFECTION
! PREVENTION AND CONTROL PROGRAM :
(¢} WWhen a communicable disease outbreak has
bzen identified at the facility or there is an

: emerging infectious

disgese threat, the facility shall ensure
'mpiementation of the facility * s iPCP, related :
pclicies and procediures, and

publishad guidance issued by the CDC; however,
if guidance or directives spaedific to the
communicable disease

cutbreak or emarging infectious disezse threat
have been issued in writing by the NCDSHS or
iocal heaiin

degartment, the spacific guidancs or dirsclives f
. shaii be impiemented by the facility.

i This Rule is not met as evidenced by:
1
i : {
Jvision of Reeith Service Regulation
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|«

i | Based on observation, interviews and record

: reviews the facility failed to ensurs

; recommendations and guidance sstebiished by

The findings are:

i Review of the COC's interim Infeciion Prevention
and Control Recommendaticrs for Healthcare
Personnel Curing the Cororavirus Dissase 2019
(CCOVID-18) Pandemis dated 09/10/21 revealed:
i -Establish a process fo identify anyane eniering

; the fasilty, regardiess of their vaccination status,
i who has symptoms of COVID-1¢, a positive viral
i test for SARS-CaV-2, or who mests criteria for
!

1}

symptoms.

the Centers for Dissase Contrai and Prevention
{CDC) and the Nonth Caroking Depariment of
Healtn and Human Services (NCDHHS) were
| mairtained to provids protection of the residents
during the glebal coronavirug (COVID-18)
pandemic as related to the screening of visitors
. for COVIG-1¢ signs and symptoms.

they can be propery managed.

-Opticns could inciude {out are not fimited to):

individual screening on arrival st the facility: or

" implementing ar, slectronic monitoring systern in
which individuals can salf-repert symptoms of
COVID-19 before antering the facility.

; -A strong infection santrol pregram is critical to

proiect beth residents and hezlthcare personnal,

guaranting sg thai

Review of the NCDHHS guidelines dated
05/05/21 revealed:

i -Everycne whe enters a healtheare faciiity shaif
be screened for signs and symploms of
COVID-19 by termperature checks, screening
guestions and observations of signs ang

-Establish 2 process to ensure visitars entering
the fzcifity are assessad for symptoms of
COViD-15 and temparaiurss are checked,

10/20/2021 Administrater in serviced
all staff of visitor screening process. Faciiity
s¢reening poliey is posted in cemmon
employee areas and in each sign in book,
Office Manager wiii review screening log
three times a week to ensure all screening
areas are being addressed,
Administrato r/Designee will
logs once monthly or as needed.
Administrator/Dasignes will in service staff
at hire and as needed for updates and changas.

review screening

[l

MERE

S
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Review of ihe facllity's COVID-19 poiiey revealed
visitors will ba screened for faver and other
COVID-18 symptoms.

4
2}612‘ Continued From page 12
]

Review of the faciiies taining agenda for

i Infection Control Policlas and Ugpdates provided
i

|

By the Agministrator an 10/14/21 reveaisd:
-8iaff were educatad to screen all visitors befars
entering the faciliy.

i “The training document was rot dated.

|

i Review of the faciilty's Guidznce for Infection

1 Prevention and Control Pragram (IPCP) dated

| 10/26/20 revasled:
| ~The facility will update and implemant the IPCP

* consistent with the Centers for Disease Control
(SOC) guicelines.
-Thera would be a procadura for screaning facility
visitors.
-There would te criteriz for restrgling visitors who
exhibit signs of Mness.

Review of the visiter sign in shest from 10/G1/21 -
10413121 revealed:

~There was ne documentaticn iemperatures had
Deen assessad for 14 out of 83 visits.

-There was no documentation that sympiems of
COVID-1€ were sssessed for & out of 83 visils,
-There was nc documentation of recent ravsl
outside the country or COVID-16 exposure had
been essessed for 14 cut of 83 visite,

-Thare was incempiete documantation for 37 out
of 83 visits for COVID-19 screening..

Cservation of the facility on 10/43/21 at 8:15am
reveaied:
-There was a thermomater on the wall and
- visitcrs sign in shest on 2 tabls 1o the right of the
| coor upon entrance to the facllity.
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| -The visitors sign ir sheet contained

! documentation asxing if positive for COVID-12

| symiptoms, treval outside the country of exposure
| 1o COVID-18, and temparature.

Observation of the facility on 1013121 at 8:00am

revealed:

-A health care provider was sliowad entrance

‘ | through the front deer of the faciiity by the ofiice

manger (OM).

; ;. ~COVID-18 sereening or 2 tamperature check

were no! performed prier to eniry,

-There was a thermometer on the wall and
visitors sign in sheet on 2 tablg to the right of the

| dnor upen entrence to the facility,

: | The OM walkad away without sereening the

healtheare providers tempersturs, asking

COVID-1% screening questions, or prompting to

periorm & temperature self-assessment and

compieting the visitor sign in sheet.

-The heaithcare provider pericrmed a

temperaturs self-assessment using the wall i

thermometer and compisted the visitor sign in

sheet which contained COVID-19 scraening

guesticns.

-The OM did not review the hezlithcare providers

tempearsture or COVID-18 screening questions.

interview with the OM on 10/13/21 at 9 10am.
-Visitors were to have their lemperatures taken
and asked COVID-18 screening questions by any
staff Lefore entering the faciity.

-Healthcare providers could sarean their
temperaturss and complete the COViD-19
screen’ng quastions indepsndently.

-Todzy, tha healthcars provider knew to screen
fer temperature and complete the COVID-18
scresning guestions in the visitors sign in sheet

i | because she visited the facility twice & waak.

| i -Tha OM knew the heaithcare provider did rot |
Divislen o Heatth Sanvios Regulation
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f ngve g tarnperaiure 'today because she heard the
! wal! thermomatar speak "namal emperatura”
when the healthears provider screened her
@mperzture.

-8he was confident the healthcare provicer would
rot have entarad the facility if she had
signs/symptoms ¢f COVID-19.

Cbservation of the facility on 10/14/21 at 7:00am
revazied:

-A oersonei care aide (PCA) aliowed surveyors
entrance in tha facility fhreugh the locked front
doer.

| ~There was a thermometer on the wall and
visiters sign in sheet on a table t the right of the
goer upon entrance 1¢ the facility.

-The PCA instructed surveyors to obtain
iemperatures and compiete the visitor sign in
shzet located on the fable.

-The PCA walked away withou! screening
{emperatures, asking COVID- 18 screening

| guestions, or raviawing the visiter sigr: in sheet
compizted by surveyors.

Irterview with the PCA on 10/14/214 2t 7:15am
reveaiad:

-8he would zllow visitors ir the faciiity, {eil them
to assess their temperature and ‘¢ complete the
C COVID-18 sgreening guestions documented in

! the visitor sign In sheet.

-The wail thermometer would alert "normal
temparaturg” or "hi temperature” when visitors
assessad their temperatures.

-She would hear the thermometer alert as she
walked sway.

-The Administrator educated her about 3 months
80 0 screen visitars for signs and symptoms of
COVID-1¢ before allawing their sntrance in the
facility.

[ -Ehe cid not sereen surveyors for signs or

oet2
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! sympioms of COVID-18 before asllowing entrancs
| In the facility tocay, 10/14/21, because she was in
& huiry.

‘nterview with the Acministrator on 10/14/21 gt
7:37am revesled;

-There was not one specific persen assigned thg
rasponsibility of allowing visiiors in the facility.
-Any sta®f who opaned the coor could screen

{ visitors in the fagility.

-Befors visitors were sliowed antrance in the
fecility, the staff who answered the door would
ask the visitors if they had signs/symptoms of
CCWViD-18 and scraen their temperature.
-Visitors who had signs/symotoms of COVID-18
Cr a temperature of 9.9 degress were not
2llowed entrance in the facility.

¢ -Visiters who did not havas signs/symptoms of
COVID-18 were atiowed in the faciiity and
instructed o complete the visitors log.

-The visiters log contained documentation asking
| ifthey had signs/symptoms of COVID-19,

| @xposure, travel, and temperature.

! Atternpted interview with the heatheare provider
f o 10/13/21 & 9:30am was unsuccesstul,

G.38.% 1315-4.58(b) ACH Medicetion Aldes;
Treining and Competensy

o
(1]
[
_n

C.8. § 1510-4.55 (b} Acult Care Home
Medication Aides; Training and Competency
Evaluation Requirements,

{b} Beginning October 4, 2013, an aduit care
hama is prohibited from gliowing staff to perform
! any unsupervised medication aide duties unisss
that individual has previcusly worked as 2
medication aide during the previous 24 months in

bet2

D935

|
|

)

@i
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Continued From page 15

duit care heme o succasstully completed ali
following: .

ve-taur training program developed by the

artment that includes training snd instruction

zil of the fellowing:

- Tha key principles of madication

drminisiration,

. “hs federal Centers for Disease Control and

ention guidsiines on infsction contro! and, if

icable, safe injectien practices and

Sedures for moritering or tesing in which

esing egours of the patential for bleeding

n
i |

-
J

0
@

—
v
r
L

e e

o
TF

<

|
v

[

| exists,

{2) Aclinical skiis aveluation consistent with 10A

: NCAC 13F 0503 and 10A NCAC 13G 0503,

{3) Within 80 deys from the daie of hirg, the
individual must have completed the following:
&. An sdditional 1G-hour training pregram
develcped by the Deparment tha: inciudes
training and instruclion in all of the following:

' 1. The Kev princigles of mediceton

administration.

2. The federa! Centars of Dissase Control and
Prevention guidelines on infectisn contro! and, if
appiicable, safe injsction practices and
procedures for monitoring or testing In which
bleeding occurs orthe potential for Bleeding
Sxists.

B. An examination developed and sdminisiered
by the Division of Healih Service Regulation in
ascordznce with subsection (g} of this saction.

This Rulz is not met as evidenced oy,

Based on chsarvations, interviaws, and record
reviews. the facility failed to ensure 1 of 3 staff
samnled (A) who administeree medicaticrs had
complated the medication agministration clinical
skills validation chacklist prior ts administering

- medications and had completed the

siaie-approved S-hour and 10-heur medication

Da35

]
| R

Staff A completed the S-hour

Medication Aide iraining coursa

6/19/2015, had a Medication

Adrministration validation bya

LHPS nurse en 10/17/2021, and

2 10-hour Medication Administration

Training Course on 10/18/2021,

Business Office Manager!Administrator/Designee
will conduet biannual personal records.

CB““‘ T
8
[\‘J

.

See attachment 4 {3 pages)
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aids reining courses 2 required (A).

Tre findings sre:

s E

Review of 8taf A's personnal record revealed:
~There was no hire date dosumented for Staff A,
-There was n¢ Medication Administration Clinical
Skilis Vgiication Checklist for Stzff A,

-There was no 5, 10, or 15-hour MA training
courses complsted for Staff A,

-5taff A complated the MA written exam on
CB/12/M15.

Review of resident's August - October 2021
eiectronic medicztion administration records
{eMARSs) an 10/14/21 revealed:

: -Staff A adminisiered madications on 6 of 34 days
. from C8/01/27% - 08131121,

. -8taf A administered medications on 16 of 30

- cays from 09/01/21 - D8/3021.

-31aT A administered medications on 10 of 13
days from 10/0%/21 « 10/31/20.

Chservation of the 8:C0am medication Dbass an
SD/13724 raveeied:

-3tz A mads 3 medication emors with one
resident during the medication pass.

-Staff A cid nat adminisiar tha resident's Tylano! i
(for elm} as ordered.

-Staf A crushed the resident's Nifesipine
Extended Release (for high blood pressute slowly
relegsed over & perio of tima} tablet for
administraton.

-Staff A crushed tha resident's
mydrochisrothiazide (a diuretic) Gapsuie for
administration.

]

i - Interview with Staff A on 10/14/21 at 5:45pm
! revagisd:

. -He was nirad in 2014 o7 2015 z8 & personal care

: 1
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aice {(FCA).

-He sdvanced o 2 MA scmatime in 2018,

-me completed the MA 15-hour class somatime in
2018

-Hie begen working 2s 2 MA as reeded somefime
In 2015 but dic not work during that time.

-He returned working full tma 25 3 MA in March
2018,

-Ha completed the MA Clinical Skills Validation
Chacklist in 2015 an¢ 2018,

|
835 ir
. 1

| interview with the Administator on 19114121 at

{ 5:50pm revealed:

| -Human Resourcas (HR) staff, the Administrator,
.‘ 2ng the Business Offce Manager (BOM) were

| "2spensibie (o ensurs the MA 5, 10, 15-hour

J training course was compieted prior to funciioning
' &8 8 MA in the facility.

| -HR staf. the Administrator, and the BOM were
| respensidls o ensure the MA Clinical Skills
Vaiidation Checklis® wes compisted pricr to
working ag 2 MA in the facifity.

-She wes not working as the Administrater when
Staff A was hired 10/08/1 2,

-She thought Staff A's facility medication
continuing educaifor classes compleied on
06/11/15 counted as the MA 5, 10, 15-hour
training course.

-She did not know when tha MA Clinice! Skills
Validstion Checklist was supposed to be
compieted.

-8tzff A had completad the MA Clinical Skills
Validetion Checkiist.

+ -57e Sid not know when Staff A tempieted the
MA Clinical SKils Validation Chesklist.

-She could not locate Staff A's MA Clinical Skills
; Validaiicn Checkiist,

I

|

l
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i  Ofadhnunt |

The unlicensed staff must {without Frempting or eror) demonstrate the following skills or tsks in eecordance with the guidelines on
the zftachments with 10094 accuracy to & reglstersd nurse or pharmacist. Competency vatidation by the registered nurse or pharmacist
is to be in accordance with their occupational licensing laws. Ttems that are (*) must be checked off only by a registersd nurse.
instructor — Refer {0 attachment on fnstructions and guidelines for compleitag this checidist prior to begisning observation of
skifls o tasks. (Latest revision of guidelies for checklist is dated 16/05)

IS/ | Satisfactory | Tust. Needs More Training [ Inst,
! Tasks ! Completion | Imitials/ ! Tuitials/
; Date Signature | { Signature .
| L. Basic Medication Administration Information and Medical Terminology (Refer to attachment) |
{ A, Matched common medical abbreviations with i
! their meaning jof JP{/N SPS f _‘
{ 3. Listed/Described common dosage forms of | SPS ! :
medications and routes of administration ! !
| C.Listed the 6 rights of medication sdmmistafion SPS [ 1‘
| 3. Described what constitutes a medication orror ! —i
znd aotions to take when a medication error is f 5PS J J
made or dstected i
| . Described rasident’s rights regarding I / sSPS | 7
: mecications, L.e., refusal, privacy, respect l !
| ¥, Defined medication “allergy” | ! SPS ]
"'G. Demonsteted the use medication resources or ( i sps i
‘ referances | ! ~ l
2. Medication Orders (Refer to attachment) I |
| A Listed or Recognized the components of a P / Sps ( [ ]
" complete medication order i I |
¢ B. Transeribed orders onto the MAR fi i
i 1. Used proper ebbreviations ! SPS |
i 2 Caleulated stop dates correctiy / r
| 3. Transcribed PRN orders appropriately : i
i 4. Copied orders completely and legibly and/or / f
| hezked computer sheets azaing orders and i
i epplied {0 the MAR |
{ 5. Discontinved orders properly | _!‘
__f C. Deseribed respansibility in relation to telephone ’ sps | ! !
: arders > | | l
i D. Described responsibility in relation to ] SPS E 7
ecmission and rezdmission orders and FL-2 ! ; :
| B Deascribed or Demonstrated the process for | i i
i ordering medications and recziving medications 8pPs ’ ’
i Fom phammacy i
I F Iclen-ﬁﬁ?d r'e-q_uir_ed informaton on the j f sSPs J [
i _meadication label
t 3. Demonstrated appropriate techaigue to obtain aud record the following: (Refer to Aftachment)
. A *Blood Pressure | SPS !
!ﬁ. * Temperaturs ‘ SPS ] i i
T F Puige | SPS | f -
Z. ¥ Respiretions ! _ SPS | i
i 3. Fingersiicxa/Glucose Menitoring (Only T4
} requirec to be validated if the employse will be [ 3PS ]
[ performing this iask.) [ '
EMPLOYEE NAME;

ADULT CARE HONME NAME: QA Al
J

2
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Medication Admianistration Cliniea) Skills Cheeldist

i

| Skily | Satisfactory | Inst, Needs More Training Inst, '
! Tasks Completion | Initials/ Initiais/
; i Date Signatore | Signature

T
L ]
| 4. ¥ medications are prepared in advanee, B
procedures, ineluding docusmentation, are in ; N/A N/A { ‘ |
" accordanee with regulation 164 NCAC |
[ 13F/13G 1004, (Refer to Attachmen?) | ! .
'{iAdminis‘aaﬁon of Medications (Refer to attachment)
1 A Identified resident ! _ | o
| (g rigq| SPs |
¢ B. Gathered appropriate equipment and keens | T 1 T
: aquipment glean [ [ SPS I
- C. MAR utiiized when medications are i O
i admicistered and slso when med cations are / 3PS ’P
; sreparec or soured (if prepouring is allowed) ‘ J
I'D. Rezd the lase] 3 fimes; Labhel is checked / i
____ against order on MAR SPS ‘
"E. Used senitary technique when pouring and [ ,
i preparing medications into appropriate SPS !
i container . i
| F. Offered sufficient ficids with medications ! L SPS J l i
‘ |
| G. Qbserved resident taking medications and ! ‘ i !
[ __assures ell medications have been swallowed, SPS J _
;! 4. Utilized Special Administration/Moultoring ! SPS {
| Technigues as indicated(vital signs, crusa l E
f meds. check blood sugar, mix with food or ! ’
| liguid} 'Refer to Attachoent) [ ‘ ]
. 7. Administered medications ot approprigte | / { Sps | !
| time (Refer to attachmeny) l i J
| & Described methods nsed to monitor 2 f 1 8PS ’
| resident’s condition and resctions fo f
* medications and what to do when thers I
1 Appears to be a change In the residegt's / )
| condition or health statas (Refer to
L Aftachment)
" 5. Utilized sppropriate hand-washing ) | ’
; techiniique and infection control principles SPS

ek L

as reguired

\/ SPS

Wrote 2 note in the resident’s record when
indiested

e

| during medication pass {Refer to Aftachment)
| 10. Documentation of Medication Administration {(Refer to Attachment)
I A, Initiaied the MAR immediately afier the SPs i
i medicetions are administerad and priot to the I
administration of medications to ancther !
: tesicent. Equivalent signature for infiials is I |
decumented, i |
3. Documented medicetions that ere refused, SPS I I ;
: held or oot administered appropriately :l !
[ C. Administered and documented PRN SPS ! j
j mecications approoriately |
B
Z. Recorded information og ather fecility forms [ I
—[

Rev 10405




Medicztion Administration Clinfeal Skills Checklist

- Skl { Satisfactory | Inst Needs Traluing . Inst,
~ Tasks | Complstion | Imitials/ Initfals/
j Date | Sienature Signatura
hﬁ 1. Compietion of Medication Pass {Refer to Attachment) i
| A, Stored medications properly J j
! [6b4 | sps |
i B. Disposed of contaminated or refused : ' ]
i H
! medications ] SPS [ |
i €. Rechecked MARSs to make sure al] |
i medications had been given and SPS :
documented |
{2, Medication Storage (Refer to Attachment) ] i
A Maintained security of medications curing / SPS l 1
j medication administration i ] |
I B. Stored conmolied substances appropriately T " ]
" ana counied end signed contro/led SPS | 'I
i __subsiances per facility paiicy l i
_}' €. Assured medication racm/carvesbinet is sPs T
;_ iccked when not in use f i
! 15.Administered medications using epproprizte techfuqua for dosage form/route & administered accurate amount: j
i (Qefer to Atiachment) ;
! Crel teblets and capsule |
1, ral & 2PSULES ' X seg I
[ B. Oral liguids {' SPS i
e Subiingual medications f ]
| gual i 3PS
Tl
l D. Oralinhalers /
! ] SPS
[ E. Eye drops and olntmerts l‘ / SPS
! F. Eardrops ’
% [ SPS
&, Nose drops ] SPS
: T Nasal Sprays/Inhalers I spg !
; i
{ I Transderma! medications/Patches ]
3 ! SPS
4. Topicel (creams and olmrrents; mot
: dressing changes) SPS
¢ X. *Clean dressings 3PS
f t
1 L. * Nebuiizers
T SPS
i M. * Suppositories I
4 HELT I
| e | SPS
!f_ 2. Vacinz! |
' N, *Enemas j
; iy SPS
© 0. * Injections | V/ i
X E 1:s‘ulm*“" o F SPS :
) 2. Uther subcutaneous medications ; ; .
5. * Jastrostomy TU'““ ] — . 8PS - i !

EMPLOYEE NAME:

ADULT CARE HOME NAME: ?/(%cﬁh P\ u 9\_, ‘ﬂ’\ /Uif’\/D———j

Rev :0/05




Medication Admigistration Clinical Skills Checldist

| Skl i Satisfactory | Lnst. Needs Training Inst.
i Tasks Compietion | Initlals/ Initiaks/
Dzte Signature Signsature

| Section 14: Other Tasite/Skille
i A. SelfsAcmintsiration of medication P
[ SelfsAcminisiration of madicstions fl 6( m{m 3PS

=

© 3. Received orientarion to facility’s

: NSy
: policy and procedures for medication A@/@I Le!| 8PS
9

2dminisiration

EMPLOYEE NAME

EMPLOYEE SIGNATURE & DATE:
ADULT CARE EOME NAME: ?UU\«E:? e MDinne
1

The employes af the above named Fcility has Ga{non.strated competency validation in the areas as indicated on this checklist. The
instructions/guidelines were used to determine the employes’s competsney.

INSTRUCUTOR’S NAME, SIGNATURE, TITLE AND DATE:
SOUTHERN PHARMACY SERVICES (SPS)

SINAME, SIGNATURE, TITLE AND DATE:
o Dl
% ﬁr an one instructor completes the checklist, the initials of each instructor is to
éeé:{nrqeéd by the instructor’s signature and title. The section for comments may be
= used if additional space needed.)

. COMMENTS
Conlinue to learn policy and procedures and follow them. Confinue to ask guestions

it policies are unfamiliar with you,

it s facilitv/emplovee responsibility to compiete the 5 hour class and to complete

the 10 hour class and complete state test within 60 days. This RN has ohly validated

competency on this date and did not verify 5 or 10 hour state mandated training. ***

Rev 10403
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Neorth Carolina Department of Health and Human Serice
Division of Health Service Regulation
Adult Caze Licensure Secton
708 Mail Service Center
Raleigh, North Carolina Z27699-2708
Phone: 919-855-3765
Fax: 919-733-9379

ADULT CARE HOME CONTINUING EDUCATION COURSE/PROGRAM

APPLICATION FOR CONTINUING EDUCATION PROGRAM
APPROVAL

1. Fels & Asscciates, Inc. Corperate Learning Partners

Name of Program Sponsor {(Organization or individual which may or may not be same as instructor)
2. Contact Person _ Les Kafel M.Ed._Phone_ 510 763-6755__Fax_910-223-6924

3. E-mail address: support@felsandassociates.com

=Y

Wilmington, NC 28401 New Hanover County 1210 South Sixteenth St.
Strest City State Zip County

5. Course/Program Topic: 3-16-Hour Medication Administration Program

6. Number of Instruction/Classroom Hours ) Med Tech Required Instruction -Fee-NA

7. Namefe) of Instructor(s)_Computer Based Tnstruction/ DHHS State Program
8. Atftach the Following:

a. Learning objectives

0. Content cutline with time schedule - show fime allotted to each program topic

c. Listof any media aids plagned

4. Instructor Resume

. Sample CE Certificate to be isued io participants with name of program sponsor and space for
recording participant’s name. ED hours completed and instructior's signature and titile of person verifying
participation if a conference or ro instructic on site, video presentation, teleconference, etc. or signature of

representivie of program sponsor if self-study.

Signature of applying applicant: Sus & Ak D &S Frocitent F252002

Maii-to: Adult-Care-Licensure-Section
2708-Mail Service Center
Raleigh, NC 27699-2708
Phone: 919-855-3765
Fax: §19733-9379

Submit one compieted application for each propesed course/program. Please notify this office of any proposed changes in ihe
thours, content or instractiors or if the coursef program is no longer offered.

% Location: 805 Biggs Drive Dorothea Dix Hospital Campus Raleigh, N.C. 27603 ﬁ
: An Equal Opportunity / Affirmative Action Employcr

DHSR/AC 4644 NCDHHS
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Washinston, Bynithia T

From: sheka Mallette <Imallette fm@hotmail. com>

Sent: Friday, November 19, 2021 4:04 PM

Ta: Washington, Bynithia T: lewis.clewis@dhhs.nc.gov; tina.nielson@dhhs.nc.gov; Torrey
Locklear

Subject: RE: [External] state survey

Attachments: statesurvey.pdf

CAUTION: External email. Do not click links or open attachments unless you verify. Send all suspicious email as an attachment to

Report Spam.

Thank you and sorry about you.

Have a beautiful day

Leshekia Mallette

Administrator

fayetteville Algheimer'sy & Dementia Cove
Phone: 910-488 -4821

Fox: 910-488-5269

www. fovyettevillecare, com

From: Washington, Bynithia T

Sent: Friday, November 19, 2021 3:59 PM

To: 'Sheka Mallette'; Iewis_clewis@dhhs.nc.gov; tina.nieison@dhhs.nc.gov; Torrey Locklear
Subject: RE: [External] state survey

Hello Shekia,
I did not receive an attachment with your email.

Kindly,
Bynithia

From: Sheka Mallette <Imallette.fm@hotmail.com>

Sent: Friday, November 19, 2021 3:57 PM

To: Washington, Bynithia T <Bynithia.Washington@dhhs.nc.gov>; lewis.clewis@dhhs.nc.gov; tina.nielson@dhhs.nc.gov;
Torrey Locklear <tlocklear.fm@hotmail.com>

Subject: [External] state survey

CAUTION: External email. Do not click links or open attachments unless you verify. Send all suspicious email as an attachment to
Report Spam.




Hello Survey Team,

i have attached a copy of the completed plan of correction from 10/14/2021. | have also put a copy of this in the mail.
Please let me know if you have any questions.

Have a beautiful day

Leshekia Mallette

Adwinistrator

Fayetteville Algheimer'y & Dementio Cave
Phone: 910-488 4821

fax: 910-488-5269
www.fayvettevillecase.com




Washington, Bynithia T

From; Sheka Mallette <Imallette fm@hotmail.coms
Sent: Friday, December 3, 2021 2:51 PM

To: Washington, Bynithia T

Subject: [External] requested information
Attachments: doc01138320211203140257 paf

CAUTION: External email. Do not click links or open attachments unless you verify. Send all suspicious email as an attachment to
Report Spam.,

Hello Ms. Washington,

| have attached the first page with the signature only. Thank you and Happy Holidays!

Have a- WMW

Leshekia Mallette

Resident Cave Director

Fayelteville Algheimer sy & Dementio Care
Phone: 910-488-4821

Fax:s 810-488-5269

Imallette fim@hotmadl, com

From: fayettevillemanor5069 @gmail.com <fayettevillemanor5069@gmail.com>
Sent: Friday, December 3, 2021 2:03 PM

To: Imallette.fm@hotmail.com <Imallette.fm@hotmail.com>

Subject:

ECOSYS M2640idw
[00:17:c8:38:9f:97]




